In calling for the addition of C-reactive protein (CRP) to global cardiovascular disease (CVD) risk prediction, Ridker et al 1 have not considered standard tenets of evaluating screening tests. When making decisions about the predictive utility of new tests, the focus is not on relative risks. Rather, the best measure of the additional utility of a new test is to be found in comparing the areas under receiver operating characteristic curves (AUC) for risk scores calculated without and with the novel risk factor. 2 Although risk prediction with standard CVD risk factors remains imperfect, it has proved extremely difficult to improve on its risk prediction/discrimination capability, even when adding fairly strong new measures such as the coronary calcium score. 3 In light of the authors' call for the addition of CRP to global risk estimation scores, and hence for universal CRP screening, the appropriate question is: Does CRP testing add to traditional risk factors and risk scores in discriminating the portion of the population who will experience CVD events from those who will not? Several studies cited by Ridker et al as showing a positive association for CRP independent of traditional risk factors also showed small increments of at most 1% to 2% in the AUC. 4,5 Furthermore, the authors did not cite Rotterdam Study data 6 that showed no significant association for CRP and no increase in the AUC. In addition, the Framingham group has presented data indicating little incremental value for CRP over and above traditional risk factors. 7 In an article examining CRP for risk prediction, Ridker and colleagues calculated an AUC of 0.81 for a multivariable (Framingham-like) model without CRP (but with LDL cholesterol) and an apparently identical AUC of 0.81 for a model containing CRP (without LDL cholesterol). 8 Although it was noted that these 2 AUCs were statistically different (in light of the sample size of nearly 30 000), for clinical purposes, whatever difference was present was clearly trivial in that it represents no meaningful improvement in clinical risk discrimination.
To the Editor:
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The data from population studies at best indicate that CRP may be used appropriately as a niche test in making treatment decisions for patients predicted to be at intermediate risk by the Framingham equations, as recommended by the Centers for Disease Control and Prevention-American Heart Association task force 9 and reinforced by recent data published in Circulation. 4 Unfortunately, there is no advantage to adding CRP to the standard risk prediction model for all patients at this time.
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